As is clear in the main text of Chapter 7, the Institute of Medicine study committee firmly believes that high priority must be given to collection and analysis of nationally comparable data at local, state, and national levels on emergency medical services for children (EMS-C). Data must be obtained from all phases of care for emergency conditions, including prehospital, emergency department (ED), intensive care and other inpatient services, and rehabilitation. The committee recognizes that, for data collection and analysis to succeed, a wide range of interested parties (e.g., health care providers, public agencies, hospitals, researchers, and administrators) will need to reach consensus regarding definitions and formats for specific data to be collected. Substantial work also remains to resolve many administrative and technical issues, such as determining which federal and state agencies will have responsibility for assembling and analyzing data or what electronic format will be used to store the data.
The committee agreed that it was not the appropriate body to resolve these various issues. Instead, the committee sees its role as having three parts: to make clear the importance of data collection and analysis in the further development of EMS-C, to emphasize the need to establish an essential core of data to support important analyses, and to encourage individuals and institutions to take action. The committee felt very strongly that getting started on defining a core data set and collecting data was critical. To that end, it has proposed an initial set of data elements for EMS-C, which is described in detail in this appendix. These data elements must be seen as a starting point for a more comprehensive data resource.
In its discussions of these issues, the committee focused particularly on prehospital and ED care, believing that systematic collection of nationally comparable EMS-C data should begin with those settings. It then identified data elements that it believes ought to be part of a national data set. Several criteria guided the selection of specific elements, including utility of a data element for national and local analyses, adaptability to changing information requirements, ability and willingness of providers to capture accurate data, and availability of reliable and valid measures. The committee also considered whether evidence was available that data can be collected and used successfully without undue cost. Finally, it focused on the utility of this core data set for planning and evaluation purposes, rather than for research.tent to which illness is the reason that children (especially younger children) require emergency care, this is a major gap in the tools available to EMS-C personnel, researchers, and evaluators. In addition, measures otherwise considered reasonably applicable to the pediatric age group tend to be unreliable in infants under 2 months. therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
